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This month sees the final ratification
of the revised UK national specialty
guidelines, first published in Sexually

Transmitted Infections in 1999.1 We trust
they will continue be widely used to
underpin best practice in genitourinary
medicine. They are available to all via the
websites of the UK specialist organisa-
tions (www.mssvd.org.uk and www.
agum.org.uk) and are also on the data-
base of the Royal College of Physicians
Clinical Effectiveness and Evaluation
Unit (CEEU) (www.rpclondon.ac.uk/
college/ceeu/ceeu_guidelinesdb.asp) and
the National Guidelines Clearing House,
Washington (www.guidelines.gov). The
guidelines are commissioned by the
Clinical Effectiveness Group (CEG), set
up jointly by the Medical Society for the
Study of Venereal Diseases and the
Association for Genitourinary Medicine.
The revision process commenced in 2000
with authors being invited to modify and
update their 1999 guidelines. These

revised versions were posted on the web-

site for a 3 month period and comments

invited. The CEG and the authors con-

cerned considered all suggestions and

agreed any modifications to be made.

The major considerations throughout

were clarity and support by published

evidence. The successful outcome is a

tribute to collaboration within the spe-

cialty as a whole but we are particularly

grateful to the authors, writing groups,

and webmasters for generously giving

their time and expertise. The substantive

changes are listed below. There have also

been minor changes to the wording of

most guidelines to make them clearer.

URETHRITIS
Chlamydia
Guidance is given on use of enzyme

linked immunoassay tests (EIA) indicat-

ing that indeterminate results should be

confirmed by a nucleic acid amplification

test and that EIAs are not suitable for

rectal or pharyngeal testing. The value of

health advisers in partner notification is

emphasised.

Non-gonococcal urethritis (NGU)
More specific data are given on the role

of ureaplasmas and Mycoplasma genital-
ium in aetiology, now stated to cause

10–20% of acute cases and to be impor-

tant in chronic NGU. It is suggested that

partner notification information is ob-

tained at the initial clinic visit and that

follow up after treatment requires micro-

scopy only if the patient has symptoms

or signs of discharge.

Gonorrhoea
Increasing evidence of resistance to

ciprofloxacin is noted, but it is still

recommended as first line therapy; there

have been no clinical trials of new

licensed antigonococcal agents in the

past 2 years.

VAGINAL DISCHARGE
Bacterial vaginosis (BV)
A variety of criteria for microscopic diag-

nosis are given. Further findings on the

association between BV and preterm

labour are reviewed with the conclusion

that current evidence still does not

support routine screening and treat-

ment. Screening and treatment of BV

before termination of pregnancy is rec-

ommended. One study has shown an

association between BV and NGU in the

male partner.

Candidiasis
The references and grading of evidence

have been updated.

Trichomoniasis
The section on regimens for use in treat-

ment failure has been altered. The refer-

ences have been updated, including one

linking trichomoniasis with transmis-

sion of HIV.

GENITAL ULCERATION
Genital herpes (GH)
Data are given on the sensitivity and

specificity of type specific serology and

the use of these tests in diagnostic and

screening (pregnancy) settings. For

pregnancy, there is a reminder that

aciclovir is unlicensed although consid-

erable support for its use exists. For GH

in late pregnancy the importance of try-

ing to establish whether the episode is a

first one is emphasised. There is a more

detailed discussion of the role and

content of counselling, and more data on

natural history. The Tzanck test is re-

moved from diagnostic techniques.

Early syphilis
There is now a description of the

differential diagnosis of the primary

lesion, and of non-syphilitic causes of

positive treponemal serology. The use of

EIA and PCR tests in diagnosis and

screening is discussed. Regular screening

for syphilis is recommended when there

is an outbreak. For penicillin treatment

the recommended duration is shortened

to 10 days. Instructions are given on

Jenacillin as a source of procaine penicil-

lin. For non-penicillin treatments, tetra-

cycline is no longer recommended, the

use of doxycycline is discussed more

fully, and more data are given on experi-

ence with ceftriaxone and azithromycin.

Treatment regimens are suggested for

incubating syphilis and for epidemio-

logical treatment. In pregnancy it is rec-

ommended that there is no need to

retreat women for syphilis already

treated in a previous pregnancy. In

congenital cases follow up should be for
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a minimum of 1 year, and the import-

ance of screening siblings and parents in

cases diagnosed after infancy is empha-

sised. Auditable outcome measures now

include figures for the outcome of treat-

ment and contact tracing.

Late syphilis
Tests and treatments are altered as for

early syphilis. Penicillin regimens are

shortened from 17–21 days to 17 days.

All drug regimens are also now tabulated

at the end of the guideline and there are

appendices on penicillin desensitisation

and skin testing. Physical examination in

cases of late syphilis is outlined. There

are suggestions on the use of TPHA tests

on CSF in diagnosing neurosyphilis. In

patients who do not have a CSF exam-

ination, treatment need not necessarily

be as for neurosyphilis. Benzyl penicillin

is described as being able to prevent pro-

gression to neurosyphilis despite not

usually producing treponemicidal levels

in CSF.

Donovanosis (granuloma inguinale)
The causative organism has been redes-

ignated Klebsiella granulomatis. Encourag-

ing results with azithromycin are high-

lighted.

Lymphogranuloma venereum
Few new data here because of its

continuing rarity in industrialised coun-

tries; molecular diagnostic tests have

now been used successfully.

Chancroid
Diagnostic methods have been updated

to include reports on molecular tech-

niques. Single dose ciprofloxacin is now

thought to be an effective treatment in

HIV positive individuals.

SYSTEMIC PRESENTATIONS AND
COMPLICATIONS
Prostatitis
The guidelines point out that the lower

urinary tract localisation procedure is

not often used in a clinical practice, and

even when used it may not alter patient

management. Data are given on studies

of terazisine and quercetin in chronic

prostatitis syndromes. The National In-

stitutes for Health chronic prostatitis

symptom index is suggested as an

outcome measure.

Epididymo-orchitis
Behçet’s disease and amiodarone are

now included in the aetiology. For cases

caused by enteric organisms, cipro-

floxacin has been added to the recom-

mended treatment.

Pelvic infection and perihepatitis
More evidence is given for recommended
treatment regimens and clarification of
which regimens are suitable for out-
patient and inpatient use. Some discus-
sion of whether to remove intrauterine
contraceptive devices in severe PID.

Hepatitides A, B, and C
Active research continues in this field
and there are many changes in epidemi-
ology and treatment. Hepatitis A: vaccina-
tion is now recommended for homo-
sexual men under specific
circumstances—that is, in areas of high
prevalence among the homosexual
population, such as central London.
Hepatitis B: guidelines on treatment have
been updated including information on
new agents; flow charts are shown for
the use of anti-HBc and HBs antibodies
when screening. New information is
given about the efficacy of hepatitis B
vaccine with recommendations that
boosters may not be required for 15 years
after successful vaccination. Hepatitis C:
many changes, including updated infor-
mation on diagnosis, prognosis, and
treatment.

Sexually acquired reactive arthritis
No significant changes to aetiology, clini-
cal features, or diagnosis. Latest data are
given on use of antibiotic therapy, with
recommendations unchanged. Updated
information given on treatment in preg-
nancy and breastfeeding. Some new
details given on the role of intra-articular
steroids and on effects of sulphasalazine.

MISCELLANEOUS
Anogenital warts
The extent of subclinical wart virus
infection is emphasised. Presentations
listed now include bleeding from anus
and urethra, and distorted urinary flow.
On management, the evidence base to
compare and chose treatments is ac-
knowledged to be weak; some agents are
commonly used outside their licensed
indications. 5-Fluorouracil is no longer
recommended for meatal warts. Podo-
phyllin is no longer recommended for
internal lesions, and is felt to have
inferior efficacy to podophyllotoxin; it
has a theoretical risk of oncogenicity but
it is noted that this has not been
observed in humans.

Molluscum contagiosum, scabies
Changes in some references only.

Pediculosis
No changes.

Sexual assault
References updated.

Balanitis
References updated.

THE FUTURE
These guidelines are not a culmination
but one step in a continuing process. The
CEG is happy to receive comments and
suggestions supported by appropriate
references at any time, and will review
them with the authors of the next
revision. By this stage there will have
been changes in the way in which the
guidelines are developed. The Royal Col-
lege of Physicians via its CEEU has
recently endorsed the Appraisal of
Guideline Research and Evaluation
(AGREE) instrument2 as its framework
for assessing guidelines. It covers the
scope and purpose of the guidelines,
stakeholder involvement, rigour of de-
velopment, clarity and presentation, ap-
plicability, and editorial independence.
The CEG will use this instrument in
future. We also intend to keep abreast of
and apply any developments in knowl-
edge about what makes guidelines effec-
tive in modifying medical practice, a cru-
cial issue and one which is still strikingly
under-researched.

The current guidelines provide a con-
sidered summary of the evidence in each
area. They are not a set of instructions
but rather are a useful tool to apply to the
infinite range of clinical presentations
our patients provide us with. They are
written for UK clinicians having at their
disposal the full range of diagnostic
methods and treatments of GUM clinics.
If the intentions of the sexual health
strategy3 come about then an increasing
amount of sexual health care will be
done in general practice. This may
require a very different set of guidelines
in the future, and the work of a wider
group.
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